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We have proposed an easy formula to remember the "recommended volume of air" to be filled in a particular sized LMA ProSeal TM airway:
This formula has one exception that it does not give the volume of air to be filled in Size 1 and 1.5 of LMA ProSeal TM . For these sizes, used in the paediatric population, Ho et al. [1] have given a formula for the volume of air to be filled as volume of air (in mL) = 5 × LMA size.
In the era of pressure monitored cuff inflation of all airway devices, this formula may appear not to be contemporary and apt. But in developing countries, not all centres have cuff pressure monitoring devices. So the manufacturer recommended volume of air becomes important to get standardised initial seal from LMA ProSeal TM . This formula provides accurate cuff inflation volume as per manufacturer's recommendation and hence helps in getting standard
This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms. Transfusion transmitted bacterial infection due to a rare organism Sir, Allogeneic blood for transfusion is a potential source of infection by a variety of known and unknown transmissible agents. [1] Transfusion-associated bacterial sepsis is caused more frequently by contaminated platelets than by red cell components.
[2] Gram negative organisms are implicated in greater number of fatalities than gram positive organisms. [2, 3] A 16-year-old girl was posted for tonsillectomy. Preoperative packed red blood cell (PRBC) transfusion was planned as her haemoglobin was 7.1 g%. Soon after starting PRBC (using a standard blood transfusion set with 170-260 µ filters) she started vomiting. Blood transfusion was stopped immediately, and clerical errors were ruled out. Expiry date on the PRBC bag was checked and it was prepared one day earlier. Slow PRBC transfusion was restarted with intense monitoring. Towards the end of transfusion patient became drowsy. Transfusion was stopped, blood remaining in the blood bag (along with transfusion set) was sent for culture. She was shifted to critical care unit, where she developed hypoxaemia, hypotension, tachycardia and fever. Her condition deteriorated, and she became more hypoxaemic and agitated. Sedation, intubation, mechanical ventilation and vasoactive support were initiated. She was started on piperacillin-tazobactam, flucanozole and corticosteroids. Indirect Coombs test was negative and there was no evidence of any haemolytic transfusion reaction. The following day haemoglobin was 8.9 g%, white cell count 28700 cells/mm 3 , and platelet count was 88000 cells/ mm. Renal and liver function tests were mildly deranged, lactate dehydrogenase was 659 units/L, and Haptoglobin was normal. On day 3, she was sedated and icteric. Her pupils were 2.5 mm, bilaterally equal and reacting to light. She developed petechial rashes over arm with oral bleeding and temperature spikes. She required noradrenaline and dopamine. Although her complete blood count and liver functions had worsened, her renal function was preserved. C-reactive protein was 167 mg/L, procalcitonin >100 ng/ml, International normalised ratio -2.13, fibrinogen -1.63 g/L, fibrin degradation products 25 mg/L, and d-dimer 48258 ng/ ml. The antibiotic cover was broadened to include meropenem and repeat blood culture sent. Haemoglobin and coagulation optimisation required 2 PRBC, 1L fresh frozen plasma (FFP), 4 platelets. Preliminary culture report of blood from donor bag showed the growth of gram-negative bacilli. The final culture and sensitivity report of both donor bag and patient blood was Stenotrophomonas maltophilia sensitive to cotrimoxazole, doxycycline, levofloxacin, ceftazidime,
